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Cardiovascular  syphilis  is  associated  with  the  tertiary  stage  of  syphilis  infection;  it involves  the  ascending
aorta  and  can cause  aortic  aneurysm,  aortic  regurgitation,  and  coronary  ostial  stenosis.  We  report  accepted 19 July 2012
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surgical case  of bilateral  coronary  ostial  lesion  and  aortic  regurgitation  due  to  syphilitic  aortitis.
<Learning  objective:  Syphilitic  aortitis  involves  the ascending  aorta,  resulting  in  aortic  aneurysm,  aortic
regurgitation,  and  coronary  ostial  stenosis.  Unlike  atherosclerosis,  coronary  ostial  stenosis  is caused  by
aortic wall  thickening,  and  coronary  lesions  distal  to  the  ostia  occur  only  rarely.  After surgery,  long-term
follow  up  is  mandatory  as a result  of aortic  dilatation  involving  the sinuses  of  Valsalva,  occurrence  of
prosthetic  valve  dehiscence,  or graft  failure  caused  by  continuous  infection  of the  aortic  wall.>
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Cardiovascular syphilis is associated with the tertiary stage of
yphilis infection, and it usually occurs 10–20 years after the initial
nfection [1].  Syphilitic aortitis classically involves the ascending
orta, resulting in aortic aneurysm, aortic regurgitation, and coro-
ary ostial stenosis. Unlike atherosclerosis, coronary ostial stenosis
s caused by aortic wall thickening, and coronary lesions distal to
he ostia occur only rarely [1].  We  present a surgical case of bilat-
ral coronary ostial lesion and aortic regurgitation due to syphilitic
ortitis.
ase report
A 53-year-old man  was admitted to our hospital with unsta-
le angina pectoris. There were no risk factors for atherosclerotic
oronary artery disease, except smoking. Coronary angiography
howed 90% ostial stenosis of the left main coronary artery and
0% ostial stenosis of the right coronary artery (RCA), which was a
ominant artery. No lesions were observed in the distal coronary
rtery. Computed tomography revealed aortic wall thickening and
ilateral coronary ostial stenosis (Fig. 1). Transthoracic echocardio-
ram indicated moderate to severe aortic regurgitation with good
eft ventricular motion. Serologic assays at the time of admission
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ttp://dx.doi.org/10.1016/j.jccase.2012.07.009Fig. 1. Computed tomography shows aortic wall thickening and the left main coro-
nary ostial stenosis.
showed that rapid plasma reagin assay (RPR) and treponema pal-
lidum particle agglutination (TPHA) exhibited a value of 210-
and 3428-fold, respectively. The test results for both C-reactive
protein and human immunodeﬁciency virus antibody were neg-
ative. Operation was scheduled 7 days after the administration
of oral amoxicillin (1500 mg  per day) for limiting unstable coro-
nary lesions. Aortic cusps by transesophageal echocardiogram
during surgery showed mild thickening and reduction in size
(Fig. 2). The appearance of the ascending aorta was normal, without
vier Ltd. All rights reserved.
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Fig. 2. Transesophageal echocardiogram. Aortic cusps show mild thickening and
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(eduction in size, without calciﬁcation, and the sinuses of Valsalva are signiﬁcantly
hickened.
ilatation. Epiaortic echocardiogram showed mild thickening from
he mid-portion of the ascending aorta to the aortic arch. An arterial
annula was placed at the aortic arch. Cardiac arrest was  achieved
y retrograde cardioplegia. After the aorta was opened, the wall
hickening reached to 6 mm at the sinotubular junction. Coronary
stial stenosis was caused by severe aortic wall thickening at the
inuses of Valsalva. The aortic valve was replaced with a 21-mm
t Jude Medical regent valve (St Jude Medical Inc, St Paul, MN,
SA) and coronary artery bypass grafting (CABG) was performed
o the high lateral branch with the right internal thoracic artery
ITA) via the transverse sinus, the left anterior descending artery
ith the left ITA, and the right coronary artery with the saphenous
ein graft (SVG). Proximal anastomosis of SVG was performed at
he distal ascending aorta, where the wall thickness was relatively
ess. Histopathological ﬁndings of the ascending aortic wall at just
bove the sinotubular junction revealed intimal ﬁbrous thickening
nd lymphocyte inﬁltration in media and adventitia, which was
ompatible with syphilitic aortitis (Fig. 3). Elastic staining of the
ortic wall revealed focal loss and disordered array of the medial
lastic ﬁbers. The excised aortic valves showed mildly diffuse myx-
matous change without inﬂammation. The patient was  discharged
ig. 3. Histological specimen of the aortic wall. (A) Intimal ﬁbrous thickening and lymph
B)  Elastic staining of the aortic wall shows focal loss and disordered array of medial elaslogy Cases 6 (2012) e173–e175
without any complications 3 weeks after the surgery. On post-
operative follow-up examination, antibiotic therapy with oral
amoxicillin was  prescribed for 2 months.
Discussion
The cardiovascular manifestations of syphilis are asymp-
tomatic aortitis, aortic insufﬁciency, coronary ostial stenosis, aortic
aneurysm, and gummatous myocarditis [1]. The prevalence of coro-
nary ostial lesions with aortic regurgitation has been reported to
be 14% in patients with syphilitic aortitis [2].  Initial histological
changes include perivascular plasma cell and lymphocytic inﬁl-
trates of the aortic adventitia, which eventually give rise to an
obliterative endarteritis, adventitial scarring, and medial necro-
sis with the destruction of elastic ﬁbers [1]. In our case, the
main lesions involved were identiﬁed at the sinuses of Valsalva,
which caused bilateral coronary ostial lesions. Patients with ter-
tiary syphilis are not infectious [3].  However, even with biologic
therapy, the inﬂammatory process of the aortic wall may  continue
for a long time [4],  although some patients with complicated aor-
titis may  exhibit subjective improvement after antibiotic therapy
[5].
For the treatment of coronary ostial lesions, in situ bypass graft-
ing may  be the most desirable technique owing to the diseased
aortic wall [6],  although there remains concern about the fate of
the ITA because syphilitic aortitis sometimes extends into the arch
vessels [1].  Regarding the use of SVG, anastomosis of SVG to the
ascending aorta may  increase the risk of graft failure. However, in
our case, SVG, instead of the gastroepiploic artery (GEA), was used
because the distal ascending aortic thickening was fortunately less.
Moreover, the degree of stenosis of the RCA was  70%, which was  not
critical. If the GEA was  used, there was  a possibility of graft failure
due to ﬂow competition. As an alternative, a reconstructive ostial
surgery such as patch plasty or endarterectomy of the coronary
ostium has been reported since the 1960s [7].  However, this was
not recommended because of the severe intimal thickening.
Generally, benzathine penicillin G, which was  not available in
Japan, should be recommended according to the guideline for car-
diovascular syphilis [8].  In the present case, antibiotic therapy using
oral amoxicillin was  performed for 2 months for preventing the pro-
gression of aortitis. However, serologic tests showed high positive
titers 2 months after the surgery. Therefore, long-term follow up is
mandatory as a result of aortic dilatation involving the sinuses of
ocyte inﬁltration in the media and adventitia (hematoxylin and eosin stain, 200×).
tic ﬁbers (Verhoeff van-Gieson stain, 200×).
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alsalva, occurrence of prosthetic valve dehiscence, or graft failure
aused by continuous infection of the aortic wall.
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